Objectives: Advance care planning (ACP) is associated with higher quality care at the end of life and increased odds of receiving hospice care and of dying at home. Older African Americans are less likely to complete advance directives (ADs) or discuss life-sustaining treatment preferences. This study examined whether religiosity accounts for race disparities. Method: Analyses were conducted with Health and Retirement Study data (1,180 African Americans, 5,681 Whites). Two forms of ACP were regressed on race, five measures of religiosity, and demographic, health, and health care covariates. Results: Whites were twice as likely to engage in ACP. Including religiosity predictors did not close these gaps. Frequency of service attendance was positively associated with AD completion for both White and African American participants. Relationships between religious affiliation and advance care discussion varied by race. For White participants only, more frequent prayer was associated with higher odds of advance care discussion. Discussion: Although religiosity is often proposed as a reason for low rates of ACP among African Americans, religiosity measures did not explain race differences. Distinct aspects of religiosity were associated with ACP both negatively and positively, and these relationships varied by type of ACP and by race.
Almost half of older adults in the United States become unable to make medical decisions at the end of life (Silveira, Kim, & Langa, 2010) . To prepare for potential incapacity, individuals may engage in advance care planning (ACP), an ongoing process of contemplating one's wishes about medical care, discussing preferences with others, and documenting these instructions (Sudore et al., 2008) . The process often results in a written advance directive (AD), the format of which varies but usually consists of two parts: a living will and a durable power of attorney for health care (IOM, 2015) . The living will allows individuals to state what medical treatments they would or would not wish to receive under certain conditions. The durable power of attorney is used to nominate health care proxies to act on one's behalf in the event of incapacity. Individuals may also communicate their wishes verbally instead of or in conjunction with completing ADs.
ACP is associated with important end-of-life quality indicators, including dying at home and receiving hospice care earlier and longer (Bischoff, Sudore, Miao, Boscardin, & Smith, 2013; Teno, Gruneir, Schwartz, Nanda, & Wetle, 2007) . Approximately half of adults aged 65 and older report having completed a living will or AD, and advance care discussion is somewhat more common (Pew Research Center, 2009; Rao, Anderson, Lin, & Laux, 2014) . Considerable effort is made in the United States to encourage ACP. All hospitals, long-term care facilities, hospices, home health agencies, and health maintenance organizations that receive Medicare or Medicaid funding are mandated by the 1990 Patient Self-Determination Act (PSDA) to provide information about ADs at the time of admission or enrollment.
Older African Americans engage in ACP at much lower rates than Whites (Sanders, Robinson, & Block, 2016) . This is particularly concerning given the relationship between ACP and end-of-life care. African American elders are less likely to receive hospice or other palliative care and less likely to have their pain effectively managed (Bullock, McGraw, Blank, & Bradley, 2005; Crawley et al., 2000) . Proposed explanations for low rates of ACP among African Americans include mistrust of the health care system, reluctance to acknowledge terminal prognosis, greater desire for life-sustaining treatment, lower levels of health literacy, and doubt about the efficacy of ACP (Sanders et al., 2016; Ladd, 2014) . Despite numerous studies, the underlying mechanisms for race disparities in ACP are still not well understood.
One commonly proposed explanation is religiosity (Ladd, 2014; Sanders et al., 2016) . Religiosity encompasses both public and private conduct as well as subjective attitudes and beliefs, each of which may influence health behaviors in different ways (Taylor, Chatters, & Brown, 2014) . Compared to older non-Hispanic Whites, older African Americans report greater use of religious coping, participate more frequently in collective and private religious activities, and are more likely to report that religion is very important to them (Taylor, Chatters, & Jackson, 2007) .
Leaders of religious denominations may influence members' end-of-life decisions through formal or informal statements. Participation in religious activities may bring older adults into contact with health care professionals, attorneys, or others knowledgeable about ACP (Kelly, Masters, & Deviney, 2013) . On the other hand, making decisions about future end-of-life care can seem unnecessary or even presumptuous to those who believe that God determines the time and place of each person's death (Rhodes et al., 2016) .
Several studies have explored how religious affiliation, attitudes, or practices influence ACP, often with mixed results. Conservative Protestants and Catholics tend to be less likely to engage in ACP (Huang et al., 2016; Carr & Khodyakov, 2007) , although in one study these effects became non-significant once religious beliefs were controlled (Garrido, Idler, Leventhal, & Carr, 2013) . Data from the Coping With Cancer study failed to show that importance of religion or religiosity were related to ACP (Balboni et al., 2007; Smith et al., 2008) . However, positive religious coping (i.e., the use of religious beliefs to respond to stress) was negatively associated with AD completion (Maciejewski et al., 2012; Phelps et al., 2009 ). Huang and colleagues (2016) found no relationship between frequency of religious service attendance and AD completion in national data, but attendance was associated with a higher likelihood of having a health care power of attorney in a state survey (Kelly et al., 2013) .
The evidence that religiosity accounts for lower rates of ACP among African Americans is limited. A study of latestage cancer patients observed that African Americans' were less likely to have ADs and more likely to use religious coping strategies and to believe in divine intervention (True et al., 2005) . These religious coping strategies and beliefs were negatively associated with AD completion, but the researchers did not examine whether they explained race disparities. Another study found the difference in the odds of engaging in advance care discussion for Whites and African Americans was no longer statistically significant once belief that God determines the timing of death was controlled (Carr, 2011) . Controlling for this belief also reduced the race gap in AD completion. However, the small sample size makes it difficult to determine if changes in statistical significance were due to the explanatory power of the religiosity measure or insufficient power to detect a race effect. The Coping With Cancer data showed African Americans rated religion to be more important than did White patients, but this did not account for their lower rates of AD completion (Smith et al., 2008) . The only published study to date that has considered the question using a nationally representative sample found that disparities in AD possession between African American and White older adults were not explained by religious affiliation or frequency of religious service attendance (Huang et al., 2016) .
The present study examined whether religious affiliation, behaviors, or attitudes account for disparities in AD completion or advance care discussion between White and African American participants in the Health and Retirement Study (HRS). If race disparities in ACP are attributable to one or more aspects of religiosity, one would expect the data to display three trends. First, African Americans should report higher levels of religiosity than Whites. Second, religiosity should be negatively associated with ACP. Third, the gap between the odds of engaging in ACP for White and African Americans should narrow once religiosity variables are included in the model.
Most of the research on religiosity and ACP has been conducted with fairly small samples, focused on AD completion, or relied on only one or two religiosity measures. This study differs from previous studies in several important ways. First, religiosity is a complex construct that cannot be adequately measured with a single item or scale (Taylor et al., 2014) . Models were, therefore, estimated with multiple religiosity predictors. Second, the relationship between a health behavior or outcome and one aspect of religiosity may change in strength or direction when other dimensions of religiosity are controlled (Winter, Moriarty, Atte, & Gitlin, 2015) . Therefore, religiosity predictors were tested both separately and in combination. Third, AD completion and advance care discussion are correlated and are each associated with many of the same predictors. Observed relationships between one type of ACP and independent variables may be spurious unless the other type of ACP is controlled. Therefore, the other type of ACP was included as a covariate along with demographic, health, and health care variables. This is also the first study to use a sufficiently large data set to conduct intragroup analyses to determine whether the associations between ACP and various aspects of religiosity vary by race.
Method

Sample and Data
Research was conducted using data from 2010 and 2012 waves of the HRS, a longitudinal survey of older adults sponsored by the National Institute on Aging (Grant NIA U01AG009740) and administered by the University of Michigan. The complex sampling design, including purposeful oversampling of African Americans, was accounted for by adjusting for subjects' clustering, stratification, and most recent sampling weights. When these adjustments are made, HRS data are representative of the noninstitutionalized U.S. population aged 50 and older (Sonnega et al., 2014) . Unless otherwise noted, weights were applied in all analyses.
The subsample included 6,861 non-Hispanic African Americans and non-Hispanic Whites aged 65 and older who resided in the 50 U.S. states, had been assigned a respondent-level sampling weight, were interviewed in 2012, and were eligible to complete the supplemental Psychosocial and Lifestyle Questionnaire in 2010 or 2012. One person was randomly selected from each household with more than one respondent. By using the SUBPOPULATION command to define the subsample, variance estimates were calculated based on the larger HRS data set.
Measures
Dependent variables
AD possession was measured with two questions asked in 2012: (a) "Have you provided written instructions about the care or medical treatment that you want to receive if you cannot make those decisions yourself? This is sometimes called a 'Living Will'." and (b) "Have you made any legal arrangements for a specific person or persons to make decisions about your care or medical treatment if you cannot make those decisions yourself? This is sometimes called a 'Durable Power of Attorney for Health Care'." Participants who responded affirmatively to either question were coded as having an AD. Advance care discussion status was based on one yes/no question asked in 2012: "Have you ever discussed with anyone the care or medical treatment you would want to receive if you were to become seriously ill in the future?"
Race
Race was defined as either non-Hispanic White or nonHispanic African American (reference group).
Religiosity
Five measures of religiosity were included as predictor variables: religious affiliation, religious service attendance, private prayer, importance of religion, and a multifaceted measure of subjective religiosity.
Religious affiliation
The HRS uses the following religious affiliation categories: Protestant, Catholic, Jewish, some other religion, or no preference. Due to small cell counts, the Jewish and Other groups were combined so that participants were categorized as Protestant, Catholic, other religion, or no religion (reference group).
Religious behaviors
Two measures of religious behaviors were used. The first, asked in 2012, was how frequently participants attended religious services (more than once a week, once a week, 2 or 3 times a month, 1 or more times a year, not at all). The second measured frequency of private prayer in places other than a church or synagogue (daily, several times a week, once a week, several times a month, at least once a month, not in the last month, never/not relevant). The frequency of prayer question was asked in supplemental questionnaires distributed to a randomly selected 50% of HRS participants in 2010 and to the remaining half in 2012. Preliminary analysis showed no significant effect of year, so data from the two waves were pooled. Responses to both questions were reverse coded, so higher scores indicated more frequent attendance and prayer.
Subjective religiosity
Two measures of subjective religiosity were included. The first asked respondents to rate how important religion was to them (very important, somewhat important, not too important). These responses were reverse coded, so higher scores indicated greater importance. A 4-item religiosity/ spirituality scale asked participants to indicate their level of agreement with each of the following statements: (a) "I believe in a God who watches over me." (b) "The events in my life unfold according to a divine or greater plan." (c) "I try hard to carry my religious beliefs over into all my other dealings in life." and (d) "I find strength and comfort in my religion." These four items were included in the supplemental questionnaires. Data were pooled after preliminary analysis found no significant difference between waves.
Demographic covariates
Demographic covariates included sex, age, education (less than high school, high school/GED, some college, college or more), and marital status (married/partnered, widowed, separated/divorced, never married). Each has been found to be associated with ACP in previous research (IOM, 2015; Pew Research Center, 2009; Rao et al., 2014) .
Health and health care covariates
Several health and health care measures were controlled. Given the PSDA mandates, those who were recently admitted to health care institutions may be more likely to have engaged in ACP. Therefore, whether a participant had been hospitalized or stayed overnight in a nursing home during the previous 2 years were included as two dichotomous variables. Perceived health care discrimination, which has been hypothesized to contribute to race disparities in ACP (Sanders et al., 2016) , was also controlled. The supplemental questionnaire asked participants to report how often they "receive poorer service or treatment than other people from doctors or hospitals." Data from 2010 and 2012 did not significantly differ and were pooled. Responses were dichotomized with those reporting ever receiving worse service coded 1. Poor health has been found to be predictive of ACP (Rao et al., 2014) . Participants were asked to rate their health on a 5-point scale from excellent to poor. Ratings were reverse coded, so higher scores indicated better health. Whether a participant had recently experienced depressive symptoms was measured with a dichotomous variable based on responses to the following question: "During the last 12 months, was there ever a time when you felt sad, blue, or depressed for two weeks or more in a row?" Participants were also asked to rate how much control they had over their health on a scale of 0 ("no control at all") to 10 ("very much control").
Analyses
Weighted descriptive statistics were tabulated for the entire sample and by race. I used confirmatory factor analysis (CFA) to estimate a measurement model for the 4-item religiosity/spirituality scale and test for measurement invariance between the White and African American respondents. CFA extracts and models residual error for a more accurate measure of the underlying construct than averaging across items (Brown, 2015) . Path analyses were used to estimate adjusted odds ratios of AD completion and advance care discussion both across and within race groups. All logistic regression models controlled for demographic, health, and health care covariates as well as other ACP.
STATA 14 was used to prepare data for analysis and generate descriptive statistics. CFA and logistic regressions were run in Mplus 7 with maximum likelihood estimation with robust standard errors.
Missing Data
The highest rates of missingness (19%) were for questions asked in the supplemental questionnaire: frequency of prayer, the religiosity/spirituality scale items, and perceived health care discrimination. Almost all missingness was attributable to failure to return the questionnaire, which covered a broad range of topics, suggesting that these data are missing at random (MAR) or completely at random (MCAR). Rates of missingness for outcome variables were 2% for AD completion and 1% for advance care discussion. All other variables were missing less than 1% of data except depression (6%). African American participants had significantly higher rates of missingness. Missing data were handled with full information maximum likelihood estimation, which performs well under both MAR and MCAR conditions (Enders, 2010) .
Ethical Considerations
This study was exempted from review by the University of Kansas institutional review board.
Results
Sample Characteristics
Select weighted descriptives are presented in Table 1 . Rates of ACP were higher among Whites (p < .001), with 62% of White respondents reporting having completed ADs compared to 36% of African Americans, and 65% of Whites having discussed medical care preferences compared to 40% of African Americans. The African Americans in the sample were on average slightly younger, had less education, and were not as healthy. A higher proportion of African Americans were women, were divorced or never married, and reported experiencing health care discrimination.
A majority of both race groups were Protestant, but a significantly higher proportion of African Americans were Protestant (p < .001), whereas Whites were more likely than African Americans to be Catholic (p < .001), Other (p = .04), or have no religious affiliation (p = .002). African Americans displayed higher levels of religiosity across the other four measures with significance values of p < .001. More Whites reported never attending religious services (31% vs. 16%), whereas more African Americans reported attending more than once a week (24% vs. 12%). Just over half of African Americans (54%) reported praying daily compared to 41% of Whites, and 16% of African Americans said they never prayed compared to 20% of Whites. The vast majority of African Americans (88%) described religion as very important to them compared to 61% of Whites. The average scores on each of the subjective religiosity scale items were higher for African Americans than Whites.
Confirmatory Factor Analysis
I first estimated a measurement model with the four religiosity/spirituality scale items loaded on a single factor and no correlations among the residual errors. The sample size was 5,586 due to missingness on all four questions. Model fit was mediocre, χ 2 (2, 5586) = 185.32, p < .001, root mean square error of approximation (RMSEA) = .128, confirmatory fit index (CFI) = .958. Allowing the residuals between the first and second items to covary improved model fit, χ 2 (1, 5586) = 25.01, p < .001, RMSEA = .066, CFI = .994. Standardized factor loadings were at least .80 and residual errors fell between .08 and .36. Internal consistency across the four religiosity indicators was high, α = .93. I also tested measurement invariance between Whites and African Americans (results not reported) and found the construct to meet the criteria for both weak and strong invariance (Brown, 2015) . This measurement model was used in subsequent analyses.
Multivariable Analyses
Results from multivariable logistic regressions are reported in Table 2 . First, base models for AD completion and advance care discussion were estimated calculating the odds ratios between Whites and African Americans after controlling for age, gender, education, marital status, self-reported health, depression, recent hospitalization, recent nursing home stay, control over health, perceived health care discrimination, and other ACP. Whites were almost twice as likely to have ADs (odds ratio [OR] = 1.91, p < .001) or engage in advance care discussion (OR = 1.85, p < .001).
To examine the relationships between each religiosity measure and ACP, each was entered into a separate logistic regression along with race and the nonreligiosity covariates (separate models). Frequency of religious attendance was positively associated with having an AD (OR = 1.09, p < .001) and prayer was positively associated with advance care discussion (OR = 1.05, p < .05). Compared to those with no religious affiliation, Catholics (OR = 0.70, p < .05), Protestants (OR = 0.74, p < .05), and those of other religions (OR = 0.66, p < .05) were less likely to engage in advance care discussion. Neither importance of religion nor the subjective religiosity factor was significantly associated with ACP. Tests of potential interactions between each religiosity measure and race found only one interaction significant at p < .10. The marginally significant interaction term White × Protestant (OR = 1.70) indicated the negative relationship between Protestantism and advance care discussion may be weaker for Whites than African Americans.
Next, the adjusted odds of ACP were estimated with all five religiosity measures entered simultaneously (combined models). Compared to the base models, the odds ratios between Whites and African Americans slightly increased for AD completion (OR = 2.05, p < .001) and remained substantially the same for advance care discussion (OR = 1.84, p < .001). Religious attendance continued to be positively associated with having an AD (OR = 1.12, p < .001). The odds of engaging in advance care discussion for Catholics (OR = 0.69, p < .05), Protestants (OR = 0.73, p < .05), and other religion (OR = 0.69, p < .01) remained lower compared to those with no religious affiliation. Frequency of prayer continued to be associated with a higher likelihood of advance care discussion (OR = 1.08, p < .001).
Following intergroup analyses, the combined models were rerun for Whites and African Americans separately. Results from intragroup logistic regressions are reported in Table 3 . More frequent religious service attendance was positively related to AD completion for both African Americans (OR = 1.19, p < .05) and Whites (OR = 1.12, p < .05). Compared to no religious affiliation, Protestantism for African Americans (OR = 0.40, p < .05) and other religion for Whites (OR = 0.70, p < .05) were negatively associated with advance care discussion. Catholics of both races were less likely to discuss end-of-life care preferences, but the effects were only marginally significant at p < .10. For White participants only, frequency of prayer was significantly associated with a higher likelihood of engaging in advance care discussion (OR = 1.08, p < .05).
Discussion
This study tested whether disparities in ACP between older Whites and African Americans can be explained by differences in religious affiliation, behaviors, or attitudes. It also examined how various aspects of religiosity may be associated with AD completion or advance care discussion and how these relationships may differ by race. Although older African Americans were more religious on average, religiosity did not account for race differences in AD completion or advance care discussion. The relationships between religiosity and ACP were complex, varying by type of ACP, aspect of religiosity, and race.
Religious affiliation was significantly associated with advance care discussion but not AD completion. Those with no religious affiliation were more likely to have discussed care preferences than those of any religion. Intragroup analyses revealed race differences, with African American Protestants and Whites of other religions being less likely to discuss treatment preferences compared to those with no religious affiliation. Other studies that have observed significant effects of religious affiliation on AD completion have not controlled for the potential confounding effect of advance care discussion. Another difference between this and previous studies is that all Protestants were grouped into one category. The lack of significant findings for AD completion as well as race differences found in this study may therefore be at least partially attributable to heterogeneity not accounted for when broad religious affiliation categories are used (Garrido et al., 2013) .
Greater frequency of religious service attendance was associated with a higher likelihood of AD completion, but not advance care discussion. Prior research on the relationship between religious attendance and ACP has been mixed, with at least one study finding more frequent attendance increased the likelihood of having a power of attorney (Kelly et al., 2013) and others observing no significant relationship (Balboni et al., 2007; Huang et al., 2016) . The present data showed the association between service attendance and AD completion to be consistently positive and substantial in models with and without other religiosity variables controlled as well as in intragroup analyses.
Frequency of prayer was not related to AD completion but was associated with a higher likelihood of advance care discussion. This relationship remained significant only for Whites in intragroup analyses, although the odds ratios were positive and of similar size for both groups. The use of religious coping in general has been linked to lower odds of having an AD (Maciejewski et al., 2012) , but prior studies have not tested the potential relationship between private prayer and advance care discussion or controlled for other types of ACP when estimating the effects of prayer or other forms of spiritual coping on ACP. Consistent with other studies (Balboni et al., 2007; Smith et al., 2008) , neither measure of subjective religiosity was significantly associated with ACP. Results from post hoc analyses provide a potential explanation for the nonsignificance of the religiosity factor. When the four indicators were entered into regression models as separate variables, a stronger belief that life events unfold according to a divine plan was significantly and negatively related to AD completion, whereas the others were not statistically significant and trended positive. This is consistent with previous research suggesting that a stronger belief that God determines one's fate is associated with lower odds of ACP (Garrido et al., 2013; True et al., 2005) . However, the odds ratios between Whites and African Americans remained stable even when the indicators were entered separately, suggesting that a stronger belief that life events occur as part of a divine plan may lower the odds of AD completion but nonetheless does not explain race disparities.
Limitations
Several limitations of this study should be acknowledged. Because data are self-reported, it is possible that some participants were mistaken regarding whether they had completed ADs. There are no data about when ACP took place, so conclusions about causality cannot be reached. Because the HRS core interview does not ask about life-sustaining treatment preferences, it was not possible to control for the potential effects of preferences on ACP. Although a number of religiosity measures were included in the analyses, it is possible that other dimensions of religiosity not accounted for in this study may contribute to race disparities in ACP.
There are several strengths to highlight as well. The study examined associations between religiosity and both AD completion and advance care discussion as well as controlled for the potentially confounding effects of each. Findings were based on data from a nationally representative survey large enough to limit the sample to White and African American older adults and to conduct both intergroup and intragroup analyses. This made it possible to examine race differences in the relationships between religiosity variables and ACP in models in which all five religiosity measures were included.
Implications and Future Directions
This is the second study using nationally representative data that failed to find religiosity accounted for ACP disparities between White and African American older adults. Furthermore, several aspects of religiosity were found to be positively associated with ACP. These data cast doubt on religiosity as a viable explanation for relatively lower rates of ACP by African Americans. Although the underlying reasons for race disparities in ACP are still not well understood, the fact that religiosity does not appear to be a barrier to ACP-and may even be positively associated-is good news for advocates promoting end-of-life planning in African American communities. Given the high rate of religious attendance among older African Americans and the apparent positive relationship between attendance and AD completion, church-based education and intervention programs may be effective for reaching this population if information is presented in a way that is consistent with individuals' religious beliefs and values.
The current literature emphasizes the potential negative influences of religious beliefs and attitudes on ACP with less attention paid to how some aspects of religiosity may in fact encourage end-of-life planning. This is surprising given the evidence that religiosity, particularly regular religious attendance, is associated with a number of positive health behaviors and outcomes (Koenig, 2012; Strawbridge, Shema, Cohen, & Kaplan, 2001) . The results of this study point to the need for more consideration of why some manifestations of religiosity might be associated with a greater likelihood of ACP. For example, those who attend religious services regularly may have access to information about and assistance with end-of-life planning through adult education programs or interactions with other congregants (Kelly et al., 2013) . Personal characteristics such as optimism may be associated with more frequent religious activity and more proactive health planning (Carver, Scheier, & Segerstrom, 2010; Krause, 2002) . Those who regularly pray may have a closer relationship to God and therefore experience less anxiety or are otherwise more comfortable thinking about and discussing dying and death. Persons in the habit of talking through problems and decisions with a higher power may also be more likely to do the same with loved ones. Further research is needed to better understand how religious practices such as service attendance and private prayer may be related to different types of ACP as well as the underlying reasons for race differences.
Although the focus of this study was religiosity, other predictors such as perceived health care discrimination and control over health were also included. Despite controlling for these variables, substantial race disparities remained. Researchers have tended to focus on cultural differences such as religious beliefs and mistrust of the health care system as potential explanatory factors for lower rates of ACP by older African Americans (Sanders et al., 2016) . The failure of this and other studies to find cultural differences account for ACP disparities suggests that the search for explanations should be expanded. For example, surprisingly little attention has been paid to how economic inequities may contribute to ACP disparities by influencing access to health care providers or estate planning.
Conclusion
Although African American participants were on average more religious than Whites, religiosity did not explain race differences in either AD completion or advance care discussion. Findings suggest that certain religious behaviors such as service attendance and private prayer are positively associated with ACP and that these effects differ by type of ACP. These results call into question the common assertion that religious affiliation, beliefs, or practices account for lower rates of ACP by older African Americans.
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